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Abstract
Background: Unintentional injuries are the leading cause of death and hospitalisation among New Zealand
children, with indigenous Māori and ethnic minority Pacific children significantly over represented in these
statistics. International research has shown that many children hospitalised for injury, as well as their families
experience high levels of stress, and ethnic disparities in the quality of trauma care are not uncommon. The
research on which this paper is based sought to identify key issues and concerns for New Zealand’s multi-ethnic
community following hospitalisation for childhood injury in order to inform efforts to improve the quality of
trauma services. This paper reports on service providers’ perspectives complementing previously published research
on the experiences of families of injured children.
Methods: A qualitative research design involving eleven in-depth individual interviews and three focus groups was
used to elicit the views of 21 purposefully selected service provider key informants from a range of professional
backgrounds involved in the care and support of injured children and their families in Auckland, New Zealand.
Interviews were transcribed and data were analysed using thematic analysis.
Results: Key issues identified by service providers included limited ability to meet the needs of children with mild
injuries, particularly their emotional needs; lack of psychological support for families; some issues related to Māori
and Pacific family support services; lack of accessible and comprehensive information for children and families;
poor staff continuity and coordination; and poor coordination of hospital and community services, including
inadequacies in follow-up plans. There was considerable agreement between these issues and those identified by
the participant families.
Conclusions: The identified issues and barriers indicate the need for interventions for service improvement at
systemic, provider and patient levels. Of particular relevance are strategies that enable families to have better
access to information, including culturally appropriate oral and written sources; improve communication amongst
staff and between staff and families; and carefully developed discharge plans that provide care continuity across
boundaries between hospital and community settings. Māori and Pacific family support services are important and
need better resourcing and support from an organisational culture responsive to the needs of these populations.
Background
Unintentional (accidental) injuries are the leading cause
of death for New Zealand children aged one to fourteen
years, accounting for 35% to 43% of deaths in this age
group [1]. The associated annual mortality rate is
among the highest in high-income countries [2]. Serious
non-fatal injuries account for almost 14,000 hospitalisa-
tions each year [1] imposing a substantial burden on the
children involved and their families. Overseas research
indicates that many children whose injuries are severe
enough to warrant hospitalisation experience long-term
impairments in physical and cognitive function, beha-
vioural difficulties, and psychological distress [3-9]. The
psychological impact on parents and siblings can also be
considerable [7-11] with many caregivers experiencing
employment and financial hardships [12,13].
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in hospital is of particular significance in this context.
High quality hospital care is estimated to reduce child
injury mortality rates by eight percent [14]. This phase
also provides families the opportunity to gain valuable
knowledge regarding the treatment their children
required and services and support systems that can
enable optimal recovery following discharge from hospi-
tal. Unmet needs in these areas are therefore important
concerns relating to the quality of trauma care.
A study from the United States found that parents of
hospitalised injured children experienced problems regard-
ing the content and timing of communication during acute
care of their children and difficulties in accessing and
understanding the system of health care [15]. These con-
cerns can be compounded by racial and ethnic disparities
in the quality of trauma care that can occur in the context
of broader social and economic inequities [16]. This is par-
ticularly important in New Zealand where significant socio-
economic and ethnic disparities exist in the burden of
childhood injury with disproportionately higher representa-
tion of Māori and Pacific children among injury hospitalisa-
tions [17-19]. Māori (the indigenous people) comprise 15%
and Pacific peoples (a range of groups who have migrated
over decades from the Pacific region) 7% of the over four
million people residing in New Zealand in 2006 [20] and
both groups experience significantly poorer outcomes in
most health, social and economic indices [21]. Although
New Zealand studies have explored the concepts and per-
ceptions relating to unintentional injuries amongst Māori
and Samoan families [22,23], there is a gap in research
knowledge regarding the perspectives of those who provide
health and support services to injured children.
In order to address this gap, the present study
explored the perspectives of 21 service providers from a
range of professional backgrounds regarding the key
issues facing injured children and their families acces-
sing their services as well as other services with which
the families interacted. This research was part of a lar-
ger study investigating the health and social impact of
childhood injuries, and complements an exploration of
the perspectives of families whose children were
admitted to hospital, reported elsewhere [24].
Methods
To ensure an appropriate research design and effective
participant engagement, the multi-ethnic research team
was guided by a steering group comprising a range of pro-
fessional and cultural experts. The study was approved by
the Auckland Ethics Committee, New Zealand.
Design, setting and participants
A qualitative research design involving in-depth indivi-
dual interviews or small focus groups was used as this
was considered the most appropriate means of obtaining
in-depth, descriptive detail about the roles, experiences
and views of study key informants [25]. For the pur-
poses of our study key informants were defined as key
people from a range of professional disciplines and orga-
nisations involved in the care and support of injured
children and their families in Auckland, New Zealand.
They were selected purposefully using maximum varia-
tion sampling to ensure a wide range of expertise and
experience was represented [26] and were identified
through the networks of the study investigators and
steering group members. They included representatives
of emergency medical, trauma, general and specialist
surgical services, Māori and Pacific Family Support ser-
vices, therapy services, hospital school educators, rehabi-
litation service providers (public and private), the
disability support sector and the Accident Compensa-
tion Corporation (ACC). Potential participants were
approached in the first instance by phone, email or in
person by one of the study investigators. As the Maori
Family Support service, the Pacific Family Support ser-
vice and the hospital school educator service each com-
prised a small team, all their team members were
invited to participate. All those approached agreed to
participate in the study.
Eleven individual interviews and three focus groups
involving ten participants (in total) were conducted face
to face using a semi-structured discussion guide. Indivi-
dual interviews were used in situations where the parti-
cipant’s role was distinctive from other participants.
Three distinct focus groups were used for the Māori
Family Support team (Kaitiaki), the Pacific Family Sup-
port team and the hospital school educators as these
participants worked in teams that had similar roles and
responsibilities.
Interview process
The interviews and focus groups were undertaken dur-
ing March to May 2002 by six researchers. Nine of the
eleven interviews were undertaken by the first two
authors (SA, SA), the remaining two interviews and the
Kaitiaki service focus group by two Māori researchers
with medical backgrounds, the Pacific Family Support
team focus group by the Pacific family researcher (LA),
and the school focus group by the first author (SA) and
a study investigator with strong school links. Interviews
took place at a location chosen by the participants and
in all cases this was their workplace. The purpose and
process of the research were reviewed at the commence-
ment of the interview and key informant(s) were given
time to ask questions and clarify points. Written consent
was then obtained. Interviews/focus groups took
approximately 30-60 minutes and were audio-taped
where participants gave permission. Those in one focus
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notes were taken.
The key informants’ discussion guide was developed
by the investigator team in conjunction with the advi-
sory group. It comprised a small set of common ques-
tions that were then fashioned to suit the individual’so r
group’s particular area of expertise and were broad, gen-
eric, open-ended and exploratory in nature. After estab-
lishing an understanding about the services provided by
participants, these questions explored their views
regarding how injured children and their families’ needs
were met by their services, and a deeper exploration of
the key concerns they had about their services or other
services with which these families interacted.
Data Analysis
The taped interviews were transcribed and, where
requested, a copy of the transcript was sent back to the
participant to review and, if desired, add comment. No
amendments were requested. Thematic analysis [26] was
then undertaken whereby the data were analysed induc-
tively by identification of fundamental ideas or meaning
units in the transcripts which were then coded into sub-
themes and further amalgamated into a number of
themes by the second author (SA). A first draft of key
themes was circulated amongst the five other interview-
ing researchers and revisions made based on feedback.
A later draft was also discussed in depth with the whā-
nau/family researchers, comparing findings with those
from the whānau/family interviews, published previously
[24].
Results
In total, the views of 21 key informants were elicited,
representing a range of professional groups. These were:
paediatricians (3), hospital nurses (2), occupational
therapists (2), a physiotherapist, a play therapist, a
trauma coordinator, an Accident Compensation Cor-
poration case worker, Maori whānau/family support
workers (4), Pacific family support workers (3) and hos-
pital and community-based teachers (3). All Maori whā-
nau/family support workers and two other participants
were Māori (n = 6) and all Pacific family support work-
ers were of Pacific ethnicity (n = 3). All other partici-
pants were Pākehā (n = 12). Three of the participants
were based in the community and all others were based
either at the Starship Children’s Hospital or KidzFirst
Hospital, the major children’s hospitals in the Auckland
region.
A number of themes arose out of the key informant
interviews and focus group discussions. Since only one
key informant spoke about events prior to admission to
hospital and did not mention any concerns, the key
issues and concerns discussed in this paper are focused
on the hospital and community environments. As the
key informants were from a range of services and pro-
fessions and they engaged with injured children and
their whanau/families in different ways and at different
points along the continuum of care, they each made
relevant contributions in certain areas more than others.
I tw a st h i sb r e a d t ho fk e yi n f o r m a n t s ’ experience and
views that the study sought to capture. The theme
descriptions incorporate the views and experiences of
those participants with the relevant experience and
quotes have been selected that best articulate and illus-
trate the theme components.
Difficulty meeting the range of needs of injured children
A dominant theme was that the hospital system in parti-
cular and the health system in general did not ade-
quately meet the needs of children with mild injuries.
These children had less contact with all staff, particu-
larly those of the allied professions, physiotherapy, occu-
pational therapy and social workers. This was largely
attributed to their relatively rapid transit and discharge
from hospital and the obvious and justifiable prioritising
of more serious cases in a situation of limited staffing,
resources and bed space.
’The ward that they come to is a very high turn-over
ward... obviously staffing levels are an issue. You are
chasing your tail to look after the unstable patients,
so the ones that are perhaps in for a minor type
injury, these parents are there, the reality is they are
not top of your list.’ (Hospital nurse)
Even if a child’s immediate physical injuries were rea-
sonably well assessed and dealt with in the hospital set-
ting, it was acknowledged that their emotional needs
and concerns were usually not. Sometimes the child’s
physical injury might be relatively minor but if they
were considered responsible for injuring others or if
they had witnessed a serious motor vehicle crash, parti-
cipants felt their emotional trauma could be extensive.
’They may have been in a car accident and although
they [injuries] are actually of a minor nature, they
are part of an event that may have resulted in death
or injury. The child themselves may have caused an
incident that may have severely injured another
child and they themselves, their injuries were of a
minor nature. So they [injuries] don’tn e c e s s a r i l y
h a p p e ni ni s o l a t i o n . . . .A n dId o n ’tk n o wh o ww e l l
they get picked up or followed up.’ (Hospital nurse)
Some informants perceived the lack of paediatric-
trained staff in the emergency department and the poor
understanding of developmental stages, even amongst
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i nac o n t e x tw h e r et h en e e d so fc h i l d r e nw o u l dd i f f e r
according to their developmental stage.
’[We need to] strengthen people’s knowledge about
the developmental issues that happen around chil-
dren, then we provide a much more supportive envir-
onment for children ... An adult nurse has quite
different skills to a paediatric nurse and many of the
emergency departments around the country will have
predominantly emergency nurses who are adult
trained, so you look through different eyes.’(Play
therapist)
Accommodating the particular needs of adolescents
was also considered sometimes difficult as these varied
greatly from those of younger children and even varied
between early and late adolescence.
Dealing with the psychosocial needs of families
Hospital-based informants identified influences that
placed substantial emotional and psychological stresses
on families when their child was hospitalised. These
included: the family’s previous experience of hospital,
whether they were involved or had been hurt in the
accident, whether they felt responsible for the accident,
fear about how to cope with other children at home,
fear about money or the need for time off work because
of their child’s injury and other issues going on in their
lives. These multiple demands were perceived to place
enormous pressures on individuals and relationships
within families.
’I think [staff] under-estimate the impact of these
sorts of things on family dynamics. Mothers have
farmed off other children and they work. So for any
acute hospitalisation there’s quite widespread impact
on the family, even if a child is only in for 24 hours.
And I think sometimes we are a bit unsympatheti-
c.’(Hospital nurse)
There was strong empathy for the onus of responsibil-
ity felt by sole parents.
’I think it’s very tough on single-parent families. They
have to take it all on board and make all the deci-
sions...Having to make the decisions and being
responsible for when to do things and what to do
and how to plan it and organise it all with the rest
of the [extended] family and things like that.’
(Physiotherapist)
Practical considerations, such as the difficulty and cost
of parking and access to meals, became important issues
for families dealing with these stresses.
’I think dishing out the old taxi voucher to get
families home or to get other family members in, all
those sorts of things that are quite small, really
help... And food. Kids coming in acutely... their
mothers haven’t had anything to eat and there’sn o
food for them and if they haven’tb r o u g h tm o n e y
with them... All those sorts of things add stress for
the family’. (Hospital nurse)
Services were perceived to deal very poorly with the
emotional and psychological impact of trauma on the
families. Key informants acknowledged that many par-
ents experienced considerable guilt and anger because
they had not prevented their child’s injury or were afraid
that it might appear that they were careless or abusive.
Several informants mentioned that, while they and other
staff members were often aware of parents’ difficult
emotions, there was no systematic process for acknowl-
edging and assisting parents to deal with them.
Insinuations about intentional injury were seen to put
additional stresses particularly on Māori and Pacific
families. In the context of intensified media coverage of
intentional injury amongst Māori at the time, a few
reported that it was more likely that reference would be
made to the hospital based child protection services
(Whakaruruhau) when injured Māori and Pacific chil-
dren were admitted to hospital than was the case with
Pākehā children.
’Lots of times, because they are Māori or Pacific
Island [children], Whakaruruhau tends to be talked
about more. Sometimes that’sq u i t eac o m m o n
trend... I don’tk n o ww h a ts o r to ft h i n gi th a so nt h e
outcome, except that, if they do think of the family,
that puts the whānau through a lot of stress.’ (Kai-
tiaki focus group participant)
Such insinuations, even when shown to be unfounded,
were perceived to have a lingering impact on staff atti-
tudes.
’As a staff member it [the suggestion of abuse] defi-
nitely does cloud your thinking. Even if someone says
“No it’sn o t ,i t ’sb e e nc l e a r e d ”,y o uc a n ’th e l pb u t
have that logged into your brain. Is it or isn’t it, type
thing’. (Hospital nurse)
Issues for Māori and Pacific family support services
A key role of the Kaitiaki and Pacific Family Support teams
was providing practical and emotional support to Māori
and Pacific families and resolving misunderstandings
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important issues for families and assisted where they could;
however, they felt constrained at times in their ability to
resource families in need. They did not have a budget of
their own to draw from and, instead, had to get approval
from the social worker or, if after hours, the duty manager.
’Id o n ’t believe [we have] the full resources that we
need if we have a whānau that is stuck. OK, they’ve
come in on an ambulance and they really don’th a v e
a vehicle to get home, they don’th a v eap h o n et og e t
someone. Lots of those things are issues for our
families. No telephone, no car. We’ve still got to go
and ask for a taxi voucher to get them home.’ (Kai-
tiaki focus group participant)
One of the difficulties they experienced was that
families often confused them with social workers, about
whom they were very wary, and therefore were reluctant
to engage their assistance.
’[Families] often mistake us for social workers and
are scared we’ll take away their benefit or take away
their kids.’ (Kaitiaki focus group participant)
Another perceived reason for families being wary of
accessing their service was concern about confidentiality.
This was an important consideration for Pacific families.
For example, Pacific key informants reported that some
families were hesitant about using an official interpreter
for fear that their confidentiality would be compromised.
Information needs
Key informants were very aware of the importance of
good information as a means to empower children and
families in the recovery and rehabilitative process. How-
ever, some felt that there was often not enough time to
ensure parents and children did in fact understand what
was told to them. They reported that sometimes parents
received conflicting information from different profes-
sionals and that this was confusing.
’We give them a booklet [but] we need to go over the
b o o k l e tt ob es u r et h e y ’ve got it... Sometimes there’s
too much, you can get too much information, but
having it written down [helps]... And I think we forget
that we just have to make it as simple as possible.
Not too much information.’ (Play therapist)
Moreover, there was a perceived lack of comprehen-
sive written information for parents to take home.
’[We] constantly talk about giving information to
families but our written information is not so good...
I ti sw r i t t e nb yp e o p l ew h oa r em a y b en u r s e sa n d
doctors, they are good at being nurses and doctors,
but are not necessarily good educators. So those are
real gaps.’ (Play therapist)
Where children were from other cultures or there
were language barriers the importance of ensuring infor-
mation was appropriately offered and understood was
considered paramount.
’T h eo t h e rt h i n gw ed o n ’td ow e l la tt h em o m e n t ,
[but] we are actually investigating getting it done, is
translating [information] into different languages
other than English. Even if it’s translated into
Samoan, Tongan and Cantonese, for example, then
at least we are covering a big area.’ (Occupational
therapist)
Staff continuity and coordination issues
Poor staff continuity and coordination was a common
theme. Each phase of the injured child’sc a r ef r o mt h e
emergency department to community rehabilitation had
a different set of staff, and different methods of adminis-
tration and data collection. Apart from there being no
continuity of personnel for these phases, hand-over
from one to the other was often not seamless. Conse-
quently, key informants felt that parents experienced
frustration when they had to repeat the same informa-
tion to numerous staff.
’They arrive, are asked by the ambulance [officer],
asked by the triage nurse, they are asked by the
nurse that looks after them in ED, by the house sur-
geon, by the registrar, by the consultant and the
same thing happens when they get to the ward.
Everybody writes the same thing in the notes and,
having been a parent who’ss t a y e di nh o s p i t a l ,i t
does become a little tedious’. (Hospital nurse)
The high staff turnover, especially of medical and nur-
sing staff, created several problems to do with continuity
and coordination of care. Medical House Surgeons
changed three monthly and registrars six monthly. New
staff members were often inexperienced or unfamiliar
with ‘unwritten’ procedures and consequently certain
processes, such as referrals, follow-up and coordinating
with other health professionals in the ward setting, were
not carried out as required. These issues were exacer-
bated during the winter months when the wards were
very busy and many permanent staff members were
away sick.
Another aspect of staff coordination related to profes-
sional boundaries. Key informants were respectful of the
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roles as complementary. There was, however, recogni-
tion that staff needed to be constantly vigilant to ensure
these relationships remained productive and that the
children’s needs were paramount.
’There is a tension between guarding your own pro-
fession - and that’s a noble and a useful and a good
thing - and also focusing on the needs of the child
and seeking the best way to do that. So at times
there are tensions. ‘Is this something that a nurse
should do or a physio should do?’ But I think there
are ways to dialogue those issues through and you
keep them on the table.’ (Hospital nurse)
Issues after discharge from hospital
Issues of poor continuity between the hospital and
community settings were also identified. Key infor-
mants felt that initial post-discharge supports were
scarce. The brevity of the hospital stay was considered
a contributing factor here. Rapid discharge and busy
staff meant that parents were at times poorly
equipped practically and emotionally to deal with car-
ing for the child at home. Some parents were per-
ceived to be still shocked about their child having had
an accident and dealing with a range of emotions,
including guilt and fear, that affected their decision-
making and coping ability once their child was home.
A rapid discharge without clear, well planned follow
up and support was seen to place added strain on
these families.
’Children used to come in with a broken arm and
they would be in here for a week. So you would have
time to assist the parents through the shock. The
shock of one minute your child is playing in the street
and everything’s fine and the next minute your life is
so fragile. And not only is it fragile, this could have
been your child dying. I think a lot of children are
going home with parents who are still in that trau-
matic time themselves... I think we’re not assessing.
We are not asking these questions: how is it going to
be for you in terms of managing? We ask the physical
[ones], like, can you manage this child getting to the
toilet and da-da-da? But we don’td os u c hag o o d
emotional stocktake.’ (Play therapist)
In recognition that families were discharged rapidly
and might find the first days very difficult, several infor-
mants suggested that a follow-up phone call by hospital
staff after the first 24 hours in order to monitor how
the parents were coping and to offer advice and support
would be helpful.
Exacerbating the early discharge issues was the diffi-
culty of maintaining a strong and effective link between
hospital and community services. Rotating hospital staff
and the transience or short funding terms for some
community agencies meant that any coordination that
was established was often difficult to maintain. The
well-recognised problems of non-attendance or difficul-
ties in attending GP or out patients’ clinics (e.g., trans-
port, parking and long waiting time) were mentioned as
ongoing issues of concern.
Discussion
To our knowledge, this is the first study to provide in-
depth, descriptive detail about the experiences and
needs of children hospitalised for injury and their
families from the perspective of health and support ser-
vice providers. Strengths of the study included the wide
range of key informant providers who willingly partici-
pated and the qualitative approach which enabled them
to speak freely about their experiences and views. How-
ever, the findings must be interpreted in light of several
limitations and the scope of this study.
The research was undertaken in the context of two
large urban children’s hospitals. The information
gleaned may not be applicable to all other hospitals, par-
ticularly those where resources are even less accessible.
Smaller hospitals in provincial or rural settings may,
however, have closer engagement with their commu-
nities which could overcome some of the challenges
identified in this study. Des p i t es o m ec h a n g e st oN e w
Zealand’s health and hospital services since the collec-
tion of these data, feedback from health professionals at
presentations of the study findings at several national
meetings in 2008 and 2009 suggest that many issues
identified by key informants have persisted and are not
unique to the hospitals involved in this research, or
indeed, trauma services alone. The findings of the pre-
sent study as well as feedback at presentations since
indicate a high level of awareness among service provi-
ders regarding the many shortcomings of a busy and
overloaded health service and empathy and insight into
the innumerable issues faced by children and their
families. Most felt they and their health service collea-
gues were doing the best they could within the con-
straints of an inadequately resourced system, whose
services were stretched, particularly in clinical settings
where relatively short-stay admissions are common.
It is possible that given the specific research questions
explored in this study, participants were prompted to
reflect particularly on service gaps and limitations rather
than the areas in which the needs of children and
families were adequately met. However, there was con-
siderable agreement between the service issues and con-
cerns identified by the key informants in this study and
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strand of research in the larger study [24]. Both partici-
pant groups identified as issues; problems around infor-
mation and communication needs, difficulties managing
the multiple stresses on families when children are
injured and hospitalised, the stressful impact of cultural
stereotyping and the need for more appropriate resour-
cing for Māori and Pacific families. This high level of
accord adds weight to their significance.
The study findings have direct implications for ser-
vices that provide care for injured children and their
families during and after hospitalisation. In general, the
hospital system does not seem to adequately meet the
needs of children with mild injuries. Evidences suggest
that an injury which may be ‘minor’ with respect to
threat to life, may have a considerable impact on the
family involved as well as wider society [27]. Depending
on the circumstances surrounding the event, the emo-
tional consequences experienced by these children and
their families can be extensive. A high prevalence of
post traumatic stress disorder symptoms has been found
in children with mild to moderate injury up to 18
months after the event [28]. Other studies, while not
exclusively focusing on children, have reported that a
considerable proportion of patients with minor traffic
injuries had a slow recovery and long-term adverse psy-
chological and social consequences. Psycho-social out-
comes were found at times to linger for much longer
than physical outcomes and were poorly predicted by
the severity of the physical injury [29-31]. Several key
informants were aware of this issue and perceived it as a
function of time and resource constraints, rather than
assuming that these children did not require much
attention.
Key informants’ concerns about the inadequacies of
the hospital system in allaying parental distress appear
well founded as one study found that parental distress
played a more important role in the persistence of post
traumatic stress disorder symptoms in children than the
extent of the injury or the course of hospitalisation [28].
A number of factors contribute to parental distress dur-
ing and after their child’s hospitalisation. Important
amongst these is inadequate information about the
child’s condition, care requirements and prognosis. Con-
sistent with concerns expressed by families participating
in the complementary arm of this study [32], key infor-
mants highlighted several problematic areas relating to
communication, such as parents having to repeat the
child’s history often, language barriers and the need for
better written information. Not alluded to by key infor-
mants but considered important by whānau/families was
the need for appropriate and effective oral communica-
tions. Effective communication through a range of
means is the cornerstone of ensuring patient health
literacy, particularly where cultural miscommunications
can arise [33]. Several studies have found that linguistic
and cultural barriers adversely influence family involve-
ment in the care of their children while in hospital and
contribute to healthcare disparities for many minority
groups [34-37].
The key informant Māori and Pacific support workers
i nt h ep r e s e n ts t u d yw e r ea w a r eo ft h es i g n i f i c a n ts t r e s -
ses experienced by families of Māori and Pacific children
who are known to experience a disproportionately high
rate of unintentional injury [16-18]. However, they were
concerned about resource constraints that limited the
assistance they could offer these families, and the reality
that their service was not accessible to families of most
children with ‘minor’ injuries admitted for short periods
This indicates that while the existence of such support
services is crucial, these must be well resourced and
extend to effective service delivery that is supported by
an organisational culture that is responsive to the needs
of these populations.
Problems with the coordination of services both
within the hospital setting and between the hospital and
the community were noted. The movement of patients
between services is typically a difficult area to streamline
but, in the case of an injury, the involvement of a num-
ber of professionals coupled with rapid discharge
appears to exacerbate this difficulty. The key informants
recognised the first 24 hours at home following dis-
charge as a crucial transition phase. During this period,
the ‘second crisis of injury’ may occur when responsibil-
ity shifts from professional care givers to family mem-
bers [38]. Many informants felt that there was more that
could be done of a relatively minor nature that could
reduce the stress of this transition for families. For
example, a simple follow-up phone call to check on how
the child was, how the family was coping and to answer
any questions was a frequent recommendation. The
communication and coordination between hospital and
community or educational services were also recognised
as areas that needed more attention. These concerns
suggest the need for carefully developed discharge plans
t h a tp r o v i d ec o n t i n u i t yo fcare and effectively work
across the boundaries between hospital, home and
school, encouraging and reinforcing well developed rela-
tions between hospital and community based care
services.
For all of the reasons noted above, it is critical that
information about hospital processes, issues that would
become problematic following discharge to the commu-
nity, and the resources available to support children and
their families to negotiate these transitions, is given in a
systematic and proactive manner rather than on an ad
h o cb a s i s .T h i sw o u l dr e q u i r et h eu s eo fav a r i e t yo f
mechanisms to ensure that families under stress
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likely to include the need for culturally appropriate
communication both orally and using written material,
informative discharge plans, and where relevant, refer-
rals to primary care and social services. It would be par-
ticularly important to ensure that all injured children
and families who require further follow up by case man-
agers in New Zealand’s Accident Compensation Cor-
poration (ACC), have access to this service. While the
resources of this government-funded insurance scheme
can serve as a potentially useful safety net for all New
Zealanders requiring post-injury health care and rehabi-
litation, inequities in access to services by some ethnic
groups, particularly including Māori, are well documen-
ted [39].
The accord between issues identified by the key infor-
mants in this study and those mentioned by the whā-
nau/families in the parallel strand of research [24]
suggests that many staff working with injured children
and their families have a keen awareness of what consti-
tutes optimal care but because of structural, time and
other constraints are not always able to deliver it. The
tension between providers’ perceptions of optimum care
and their ability to provide it is clearly an area for
ongoing exploration and development. Systemic factors
can provide significant barriers to effective care, how-
ever, health service providers’ attitudes and behaviours
also remain important influences on families’ experience
of health services and on the quality of care received
[33,40]. In our study staff members’ judgements around
the cause of injury were a case in point.
Barriers to quality care for children hospitalised for
injury are complex and multi factorial and a clear
understanding and analysis of these barriers is needed if
service improvements are to occur. Systemic, health pro-
vider and patient factors have been identified as key bar-
riers to quality services [41] and interventions at these
three levels have recently been proposed as a means to
reduce ethnic disparities in the quality of trauma care
[42]. Strategies that would appear to have particular
relevance for our suggested improvements to services
for children hospitalised for injury and their families
include cultural competency training with a focus on
patient health literacy, and clinical audits with feedback
loops that support continuous quality improvement.
Research designed to quantify the importance and pre-
disposing factors that underlie the issues identified in
this study could provide useful guidance to prioritise
areas of action.
Conclusions
Key informants provided valuable insights into key
issues and concerns for children hospitalised for unin-
tentional injury and their families within their own
service and within those services with which they inter-
acted. Given the significant impact of unintentional
injury on childhood mortality and morbidity, improve-
ment in the quality of health care and follow-up services
is required to meet the needs of injured children and
their families. Such initiatives might include focusing
more attention on children with minor injuries, dealing
with stresses of injury hospitalisations on families,
ensuring more effective and appropriate communication
of information, ensuring provider cultural competency
and more effective support services for Māori and Paci-
fic whānau/families and other ethnic groups and
improving coordination of services both within the hos-
pital setting and between the hospital and the commu-
nity. These recommendations for service quality
improvements for injured children include interventions
at systemic, provider and patient levels, recognising that
barriers to service quality operate at these levels and
that a multi pronged approach to address them is likely
to be most effective.
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